The relation between education, prevalence of 17 chronic diseases or groups of diseases, and pattern of health care utilisation was evaluated from data from the 1983 Italian National Health Survey, based on 58 462 individuals aged 25 or over randomly selected within strata of geographical area, size ofplace ofresidence, and size ofhousehold, in order to be representative ofthe whole Italian population. Most of the diseases considered, including diabetes, hypertension, myocardial infarction and other heart disease, haemorrhoids or varices, chronic respiratory disease, anaemias, gastroduodenal ulcer, cholelithiasis and liver cirrhosis, kidney and urological diseases, arthritis, and psychiatric and neurological disturbances, were consistently less prevalent among more educated individuals. The age and sex adjusted risk estimates for individuals educated in high school or university compared with those with only a primary school education or less ranged between 0-21 for liver cirrhosis and 0O80 for anaemias. The sole exception was allergy, which was more prevalent among the more educated individuals (relative risk= 1 42). General practitioner visits and hospital admissions were reported less frequently by the more educated individuals, but specialist consultations of potential preventive value were less frequent among the less well educated. The results were similar when occupation was utilised as an indicator of social class. Thus, the findings of this national survey provide confirmation and quantitative assessment ofconsiderable differences in health and health service utilisation according to indicators of social class.
Social class is a strong determinant of health. Mortality data by occupation and social class, for instance, collected since 1851 by the Registrar General of England and Wales indicated that in the 1970s overall age standardised mortality was 2-5 times greater in social class V (lowest) than in social class I. The causes ofdeath most strongly related to indicators of social class were perinatal and infant mortality, respiratory diseases, and accidents or violence in men.29
Less information is available on morbidity and patterns of health care utilisation in various social classes. The 1983 National Health Survey conducted by the Italian Central Institute of Statistics (ISTAT)'0 gave us the opportunity to consider the relation between indicators of social class, prevalence of selected diseases, and frequency ofutilisation ofhealth care services on a large, randomly selected sample representative of the whole Italian population. The major findings on the relation between education and health are summarised and discussed. Among the 17 diseases considered, 16 were less prevalent among more educated subjects, the sole exception being allergic conditions, which showed a significantly positive class gradient. The estimated relative risks for more educated people were substantially below unity for liver cirrhosis (RR = 0 21 compared with subjects with primary school education or less), bronchial asthma (RR=0 36), chronic bronchitis (RR = 043), and heart disease other than myocardial infarction (RR = 0 50).
Two further groups of diseases included in the questionnaire were not considered, since information on them was judged to be largely unreliable. These were neoplasms, an account of the possibility that a proportion of patients were not even aware of their disease, and rheumatoid arthritis, whose estimated overall prevalence (85 6/1000) was probably largely inflated by misclassification with common arthritis. Table 3 gives the frequency of outpatient consultations with general practitioners and selected During the year before the interview.
ofthe households originally sampled were substituted, and proxy interviews covered fewer than 10% of individuals.
Thus the major problems in the interpretation of this dataset pertain to information bias, since the questionnaires were administered by non-medically trained civil servants, and no further check was made of the reliability of the diagnoses. It is therefore possible that the less well educated people tended systematically to overreport the prevalence of conditions whose diagnosis is frequently imprecise (for example, other heart disease, bronchitis or arthritis). Information bias alone, however, is unlikely to account entirely for the large variation in prevalence observed according to education category and concerning also other diseases whose diagnosis is certainly more defined and hence less subject to misclassification bias (for example, myocardial infarction and diabetes). Further, apart from allergic diseases which were positively related to education, the risk estimates for several other conditions were not uniform either, and this is not easily explained in terms of information bias.
Thus, although diagnostic uncertainties may be substantial, they do not entirely eclipse the finding ofa higher prevalence of several chronic conditions among the less well educated people. Similar analyses were conducted using occupation instead ofeducation as an indicator of social class. Although the sample size was reduced by the absence of information for a large proportion of women and older individuals, the overall evidence was consistent with the data presented.
These results were in agreement with evidence from other developed countries based chiefly on mortality data, showing higher rates for total mortality and several important diseases among the lower social classes. These differences persisted over more recent calendar periods, even in Britain where a National Health Service has been in operation for several decades. 2 Social class differences in morbidity and mortality probably reflect complex multifactorial aetiologies. For instance, among Italian men heavy drinking was considerably more frequent and smoking slightly more frequent in the less well educated category, but the relation ofeducation to smoking was the reverse in women, since cigarette smoking was still markedly more frequent among better educated, upper social class women. 
